Health Promoting Behaviors among Family Caregivers  of Patients with Heart Failure by ฤกษ์เลื่อนฤทธิ์, จันทิมา et al.
 
 
ไทยเภสชัศาสตรแ์ละวทิยาการสขุภาพ ปี 11 ฉบับ 2, เมย. – มยิ. 2559 62 Thai Pharm Health Sci J Vol. 11 No. 2, Apr. – Jun. 2016 
 
Health Promoting Behaviors among Family Caregivers  
of Patients with Heart Failure  
 
นพินธต์น้ฉบบั   Original Article
   
จันทมิา ฤกษ์เลือ่นฤทธิ1์* และ เจรญิ ตรศีักดิ2์  Juntima Rerkluenrit1* and Charoen Treesak2 
 
1 สาขาวชิาการพยาบาลผูใ้หญแ่ละผูส้งูอาย ุคณะพยาบาลศาสตร ์ 
2 ภาควชิาเภสชักรรมคลนิกิ คณะเภสชัศาสตร ์ 
1-2 มหาวทิยาลัยศรนีครนิทรวโิรฒ อ.องครักษ์ จ.นครนายก 26120  
 1 Department of Adult and Gerontological Nursing, Faculty of Nursing  
2 Department of Clinical Pharmacy, Faculty of Pharmacy  
1-2 Srinakharinwirot University, Ongkharak, Nakhonnayok, 26120, Thailand 
   
* ตดิตอ่ผูน้พินธ:์ aee_swu@hotmail.com  * Corresponding author: aee_swu@hotmail.com 
 
วารสารไทยเภสชัศาสตรแ์ละวทิยาการสขุภาพ2559;11(2):62-68.  Thai Pharmaceutical and Health Science Journal 2016;11(2):62-68.  
 
 
 
บทคดัยอ่ 
วตัถปุระสงค :์ เพือ่ศกึษาความสมัพนัธร์ะหว่างปัจจยัสว่นบุคคลทีค่ดัสรร การรบัรู้
ความสามารถของตนเอง การรบัรู้ประโยชน์ของการปฏิบตัิพฤติกรรมส่งเสริม
สขุภาพ การรบัรูอุ้ปสรรคของการปฏบิตัพิฤตกิรรมสง่เสรมิสขุภาพ และความรูส้กึ
นึกคิดที่สมัพนัธ์กับพฤติกรรมที่ปฏิบตัิ กบัพฤติกรรมส่งเสริมสุขภาพของญาติ
ผูดู้แลผูป่้วยหวัใจลม้เหลว วิธ ีการศึกษา: การวจิยัครัง้น้ีเป็นการวจิยับรรยายเชงิ
ความสมัพนัธ์ ศกึษาในกลุ่มตวัอย่างคอื ญาตผิูดู้แลผูป่้วยหวัใจล้มเหลว จํานวน 
322 คน โดยกลุ่มตวัอย่างไดม้าจากการเลอืกตามคุณสมบตัทิีก่ําหนด เครื่องมอืที่
ใชใ้นการเกบ็ขอ้มลูเป็นแบบสอบถามประกอบดว้ย 6 สว่น ไดแ้ก่ 1) แบบสอบถาม
ข้อมูลส่วนบุคคล  2) แบบสอบถามการรับรู้ความสามารถของตนเอง  3 )
แบบสอบถามการรับรู้ประโยชน์ของการปฏิบัติพฤติกรรมส่งเสริมสุขภาพ 4) 
แบบสอบถามการรับรู้อุปสรรคของการปฏิบัติพฤติกรรมส่งเสริมสุขภาพ 5) 
แบบสอบถามความรู้สึกนึกคิดที่ส ัมพันธ์กับพฤติกรรมที่ปฏิบัติ และ  6) 
แบบสอบถามพฤตกิรรมส่งเสรมิสุขภาพ ซึ่งแบบสอบถามผ่านการพจิารณาจาก
ผูท้รงคุณวุฒ ิ3 คน และมคี่าความเชื่อมัน่ของแบบสอบถาม 2 – 6 มากกว่า 0.80 
ทุกฉบับ วิเคราะห์ข้อมูลโดยใช้สถิติบรรยายแสดงค่าร้อยละ ค่าเฉลี่ยและค่า
เบีย่งเบนมาตรฐาน สมัประสทิธิส์หสมัพนัธอ์ตีา้ และสหสมัพนัธเ์พยีรส์นั กําหนด
ระดบันัยสําคญัทางสถิติที่ P < 0.05 ผลการศึกษา: กลุ่มตวัอย่างส่วนใหญ่เป็น
เพศหญงิ อยู่ในวยัผูใ้หญ่ ระยะเวลาเป็นผูดู้แลผูป่้วยภาวะหวัใจล้มเหลว 1 - 4 ปี 
พบว่าปัจจยัส่วนบุคคลที่คดัสรรส่วนใหญ่และการรบัรู้ประโยชน์ของการปฏิบตัิ
พฤตกิรรมส่งเสรมิสุขภาพไม่สมัพนัธก์บัพฤตกิรรมส่งเสรมิสุขภาพ ในขณะทีก่าร
รบัรูค้วามสามารถของตนเองและความรูส้กึนึกคดิทีส่มัพนัธก์บัพฤตกิรรมทีป่ฏบิตัิ
มคีวามสมัพนัธท์างบวกกบัพฤตกิรรมส่งเสรมิสุขภาพของญาตผิูดู้แลผูป่้วย ส่วน
โรคประจําตัวและการรบัรู้อุปสรรคของการปฏิบตัิพฤติกรรมส่งเสริมสุขภาพมี
ความสมัพนัธ์ทางลบกับพฤติกรรมการส่งเสริมสุขภาพของญาติผู้ดูแล สร ุป : 
พฤติกรรมส่งเสริมสุขภาพของญาติผู้ดูแลผู้ป่วยสมัพันธ์ทางบวกกับการรับรู้
ความสามารถของตนเองและความรูส้กึนึกคดิทีส่มัพนัธก์บัพฤตกิรรม และสมัพนัธ์
ทางลบกบัการรบัรูอุ้ปสรรคของการปฏบิตัพิฤตกิรรมส่งเสรมิสุขภาพ ขอ้คน้พบน้ี
อาจใชช้ีนํ้าการสง่เสรมิพฤตกิรรมสุขภาพของญาตผิูดู้แลผูป่้วยหวัใจลม้เหลว โดย
เน้นส่งเสริมการรบัรู้ความสามารถของตนเองในการปฏิบตัิพฤติกรรมส่งเสริม
สขุภาพของผูด้แูล 
คาํสาํคญั: ญาตผิูด้แูล ผูป่้วยภาวะหวัใจลม้เหลว พฤตกิรรมสง่เสรมิสขุภาพ  
 
Abstract 
Objective: To examine the associations between the health-promoting 
behaviors among family caregivers of the patients with heart failure and 
select personnel factors, perceived self-efficacy, perceived benefits of action, 
perceived barriers to action, and attitude towards action. Methods: This 
descriptive correlational study recruited a sample of 322 participants. The 
questionnaires included 1) the Personnel Data Questionnaire, 2) the 
Perceived Self-Efficacy Questionnaire, 3) the Perceived Benefits of Action 
Questionnaire, 4) the Perceived Barriers to Action Questionnaire, 5) the 
Attitude towards Action, and 6) the Health-Promoting Behavior Questionnaire 
were used for data collection. All parts of a questionnaire have been validated 
by three experts. The reliabilities of questionnaires parts 2 to 6 yielded a high 
internal consistency reliability with Cronbach’s alpha coefficients greater than 
0.80 in each part. Data were analyzed by using descriptive statistics, eta 
coefficient, and Pearson’s product moment correlation coefficient, with P < 
0.05 as a statistical significance level. Results: Most of the participants were 
female adults. They reported 1 – 4 years of caregiving experience. Most of 
the select personnel factors and perceived benefits of action were not 
associated with the health-promoting behaviors. Although perceived self-
efficacy and attitude towards action were significantly positively associated 
with the health-promoting behaviors, their underlying diseases and perceived 
barriers to action were significantly negatively associated with the health-
promoting behaviors. Conclusion: Health-promoting behaviors among 
caregivers of heart failure patients were positively associated with perceived 
self-efficacy and attitude towards action, and negatively related to perceived 
barriers to action. The findings could guide the intervention to enhance 
health-promoting behaviors among these caregivers by promoting their 
perceived self-efficacy to perform health-promoting behaviors.   
Keywords: Family caregivers, patients with heart failure, health-promoting 
behaviors  
 
Introduction 
As an incurable chronic illness, heart failure greatly affects 
lives of the patients and their family members. About half of 
the patients with poor prognosis died within four years.1,2 
Those who survive face various physical limitations including 
physical labor and daily activity living. These limitations can 
be so severe that the heart failure patients do not adhere to 
the treatment plan2-4, and this leads to increasing rates of 
mortality and hospitalization.4 To alleviate the hospitalization 
incidents among patients with heart failure, strict care 
including medications, diet, fluid, exercise, and daily activity 
 
 
ไทยเภสชัศาสตรแ์ละวทิยาการสขุภาพ ปี 11 ฉบับ 2, เมย. – มยิ. 2559 63 Thai Pharm Health Sci J Vol. 11 No. 2, Apr. – Jun. 2016 
living is needed to be in place.2-5 As most heart failure patients 
are the elderly, their physical limitations call for a greater need 
of caregivers. There has been an increasing need for 
caregivers for heart failure patients world-wide.6 In Thailand, 
the patients’ family members, the people close to the patients, 
and the patients’ significant others are considered family 
caregivers.7 As informal caregivers without payment7, these 
family caregivers sometimes spend as much as 16 – 24 hours 
a day taking care of heart failure patients.8 Family caregivers 
are responsible for assisting the patients in daily activity living. 
They also monitor, advise, and take care of all aspects of the 
patients’ well-being. Specifically, they observe and monitor for 
signs of heart failure exacerbation, and strict compliance to 
medication schedules and treatment plans.9  Previous studies 
show that care and support from family caregivers help 
improve well-being and could lessen disease progression in 
patients with heart failure.10 Therefore, it has been suggested 
that family caregivers’ indispensable role has a great impact 
on the quality of life of the heart failure patients.8-11 In addition, 
the unpredictable physical instability leads to unstable moods 
and affects, which make them need a high level of 
psychological and emotional support.12,13 Therefore, family 
caregivers are affected by inevitably facing unpredictable 
exacerbation of heart failure and the patient’s emotional 
instability that comes along with it.14,15  
As a consequence of taking care of heart failure patients, 
a previous study reported that family caregivers encountered 
a considerably high level of emotional stress and pressure. 
The closer the patient, the more stress and pressure.16 The 
more dedication in taking care of heart failure patients causes 
less self-care of the family caregivers. As a consequence, the 
physical health of family caregivers deteriorates and illnesses 
such as hypertension and other cardiovascular diseases 
develop. In addition, since their immune status is defected, 
the family caregivers face higher risks of mood disorders, 
cardiovascular disorders, and cancers.15,17-19 The family 
caregivers of patients with heart failure therefore deserve 
attention as much as the patients from healthcare providers. 
Health promoting behavior among these family caregivers 
should be more understood to provide them better health care 
and support.  
According to Pender’s health promotion model,20 health-
promoting behaviors involve various factors. As guided by the 
model, family caregivers would perform health-promoting 
behaviors such as taking appropriate physical activity, stress 
management techniques, diet control, and exercise, if they 
perceive their efficacy that they can organize and execute 
each of these particular health behaviors successfully. In 
addition to perceived self-efficacy, health-promoting behaviors 
are related to perceived benefits of action and perceived 
barriers to action. The more the perceived benefits of action, 
which are perceptions on the positive consequences of 
undertaking a health behavior, the more likely the health-
promoting behavior is performed. On the other hand, the more 
perceived barriers to action which refer to perceptions of the 
blocks, hurdles, and personal costs of undertaking a health 
behavior, the less likely the health-promoting behavior is 
carried out.18,20   
There has been a lack in research in health-promoting 
behaviors among family caregivers of the patients with heart 
failure either worldwide or in Thailand. Previous studies 
emphasized the importance of the family caregiver’s roles and 
responsibilities to the patients and the impact on the 
caregivers, but not health-promoting behaviors of the 
caregivers. We expected that if the family caregivers had 
appropriate health-promoting behaviors, their physical and 
mental health could be strengthened and further ready for 
coping with problems in taking care of the heart failure patients 
and other problems in their lives. This pointed to the need to 
explore health promoting behaviors of the family caregivers of 
heart failure patients. The findings could be used as the basic 
information to develop competencies and health-promoting 
behaviors in the context specific to the heart failure family 
care. Ultimately, mental health and well-being of the family 
caregivers of the patients with heart failure could be 
strengthened, and the care for their patients could in turn be 
much more effective.  
With the purposes mentioned above, specific objectives 
of this study were 1) to determine relevant health-promoting 
behaviors of the family caregivers of the patients with heart 
failure including 6 dimensions: perceived self-worth, health 
responsibility, physical activity, nutrition, quality of 
interpersonal relationship, and stress management, and 2) to 
examine the associations between health-promoting 
behaviors and select personal characteristics (gender, age, 
marital status, relationship with the patient, educational level, 
illness, experience in years of taking care of the patient), 
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perceived self-efficacy, perceived benefits of action, perceived 
barriers to action, and attitude towards action. As for a 
descriptive correlational study purpose, we hypothesized that 
health-promoting behaviors were related to select personal 
characteristics (gender, age, marital status, relationship with 
the patient, educational level, illness, and experience in years 
in taking of the patient), perceived self-efficacy, perceived 
benefits of action, perceived barriers to action, and attitude 
towards action.   
 
Methods 
In this descriptive correlational research, study population 
was family caregivers of the heart failure patients receiving 
care at the medicine clinic or hospitalized in medicine wards 
in a university hospital in the central region of Thailand. The 
family caregiver was defined as an individual or relative who 
was significant to the patient, living together, and taking care 
of the patient for at least 4 days per week and at least an hour 
for each time. They did not receive any forms of payment or 
rewards for providing care to the patient.  
Since the size of the number of family caregivers of the 
patients with heart failures was not known, we estimated the 
sample size based on the formula of Cochran19 with a 
confidence level of 0.05, and a low-to-moderate estimated 
proportion of all caregivers that was presented in the 
population of 0.30. As a result, 322 family caregivers of heart 
failure patients were needed. They were recruited by the 
convenience sampling method from July 2015 to September 
2015.   
The study was approved by the Ethic Committee for 
Human Research of Srinakharinwirot University (Approval 
number SWUEC/E-057/2558, Issue date: April 1, 2015 to April 
1, 2016). Participants were caregivers of heart failure patients 
who met the study inclusion criteria and agreed to participate. 
We informed the participants about their right to withdraw at 
any time from the study without any drawbacks on the care 
their patients received. With a voluntary nature of the 
participation, we asked those willing to participate to sign an 
informed consent form. We asked the participants to answer 
a set of questionnaire which took about 45 - 60 minutes to 
complete.   
Research instruments  
The data collection tool was a questionnaire consisting of 
6 parts. This tool was developed from the information gained 
from literature review and questionnaires developed in 
previous researches.20-22 The first part of a questionnaire was 
the personal information questionnaire created by the 
researchers to obtain the participant’s demographic 
characteristics including gender, age, marital status, 
relationship with the patient, educational level, the illness, 
experience in taking care of the heart failure patient (as a 
number of years). The second part of the tool was the 
Perceived Self-efficacy questionnaire consisting of 33 items 
asking how much the participant was confident in each aspect 
of taking care of the patient. The response was a 4-point 
Likert-type scale ranging from 1-disagree to 4-highly agree. 
With a possible range of the total score of 33 to 132, a higher 
total score indicates a higher level of perceived self-efficacy. 
The third one was the Perceived Benefits of Action 
questionnaire which consisted of 33 items asking how much 
they agreed on the perceived benefit of performing each 
health behavior. The response was a 4-point Likert-type scale 
ranging from 1-disagree to 4-highly agree. The interpretation 
of the total score was identical to that of the Perceived Self-
efficacy questionnaire. The fourth tool was the Perceived 
Barriers to Action questionnaire which was also a set of 33 
questions asking how much they agreed on perceived barrier 
to each behavior. With a response of a 4-point Likert-type 
scale ranging from 1-disagree to 4-highly agree, its total score 
was 33 to 132 where a higher score indicates a higher level 
of perceived barriers. The fifth tool was the Attitude towards 
Action Questionnaire which consisted of 33 questions asking 
how much they agreed on perceived positive attitude towards 
each behavior. With a response of a 4-point Likert-type scale 
ranging from 1-disagree to 4-highly agree, its total score was 
33 to 132 where a higher score indicates a higher level of 
positive perceived attitudes. Finally, the Health-Promoting 
Behaviors questionnaire was a set of 33 items asking how 
much they performed each health behavior. These items were 
classified into 6 aspects including perceived self-worth (for 
example, I always take care of my health very well, therefore, 
I have never been hospitalized), health responsibility (for 
example, I always follow news on health via various media), 
physical activity (for example, I take an exercise as  
recommended by physicians), nutrition (for example, I have 
breakfast on time), quality of interpersonal relationship (for 
example, I can have a consultation with health care providers 
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whenever I need), and stress management (for example, 
when I feel uncomfortable, I can leave for relaxation). With a 
response of a 4-point Likert-type scale ranging from 1-
disagree to 4-highly agree, its total score was 33 to 132 where 
a higher score indicates a higher level of health-promoting 
behaviors. The total score of each of the second to sixth part 
of questionnaires was also categorized into low (33.00 – 
57.75), moderate (57.76 – 82.50), high (82.51 – 107.25), and 
very high (107.26 – 132.00). In addition to these rating scale 
questionnaires, open-ended questions were also provided for 
the participants to express additional opinions, if any.  
In terms of quality of the tool, the second to sixth parts 
were adapted from previous research.21-22 These five 
questionnaires altogether were found to have a high level of 
internal consistency reliability (Cronbach’s alpha coefficients 
of 0.84, 0.95, 0.93, 0.97, and 0.93, respectively). In this 
research, we also had the questionnaire examined for content 
validity by the three experts including two nursing faculty 
members, and a university instructor in health behavior. Once 
improved upon the experts’ suggestions, the questionnaires 
were tested for internal consistency reliability using 30 
subjects comparable to the actual participants. It was found 
that the questionnaire had high levels of reliability with 
Cronbach’s alpha coefficients19 of 0.85, 0.90, 0.88, 0.90 and 
0.88 for the Perceived Self-efficacy questionnaire, the 
Perceived Benefits of Action questionnaire, the Perceived 
Barriers to Action questionnaire, the Attitude towards Action 
questionnaire and the Health-Promoting Behavior 
questionnaire, respectively.   
 
Data collection procedure  
Data collection using a questionnaire was carried out after 
the project was approved by the Ethic Committee for Human 
Research of Srinakharinwirot University. The potential 
participants were informed about the objective, procedure and 
benefit of this study. To maintain confidentiality and privacy of 
the participants, anonymity was present. Moreover, all 
participants perceived they could withdraw at any time. 
Participants who could read and write completed the 
questionnaire by themselves. The researcher read the 
questionnaire to those who needed help.  
Statistical analysis  
For select demographic variables, frequency, percent, 
range, and mean with standard deviation were calculated as 
appropriate. For the perceived self-efficacy, perceived benefits 
of action, perceived barriers to action, attitude towards action, 
and health-promoting behavior, their scores were calculated 
and presented as mean with standard deviation.   
To test the association between the caregiver’s health-
promoting behaviors and selected nominal personal factors 
including the participant’s gender, marital status, relationship 
with the patient, and their illness, eta correlation coefficient (η) 
was calculated. To examine the association between the 
caregiver’s health-promoting behaviors and select continuous 
variables including the participant’s age, years of caregiving 
experience, perceived self-efficacy, perceived benefits of 
action, perceived barriers to action, and attitude towards 
action, Pearson’s product moment correlation coefficient was 
calculated. Statistical significance for all tests was set at a 
type I error of 5%.19  
 
Results 
 
Of the 322 participants, all completed the questionnaire 
(100% response rate).  The majority of the participants was 
women (73.3%), with an average age of 47.8  11.9 years 
(range of 21 - 69 years), having high-school education or 
equivalent ( 64.3%) , married (79.5%), having no diagnosed 
illness (39.7%), and son or daughter of the patient ( 50.6%) . 
Smaller proportions of the participants were spouse (23.3%), 
and sibling (18.3%) of the patient. Finally, about 7.8% reported 
they were taking care of their spouse’s parent. They had been 
taking care of the patient from 1 to 4 years with an average 
of 2.67  0.97 years. Most of them reported that they took 
care of the patient in every aspect (Table 1).  
It was found that perceived self-efficacy, perceived 
barriers to action, attitude towards action, and health-
promoting behavior of the caregivers of heart failure patients 
were in a moderate level (M = 79.7  15.6, 80.8  14.6, 64.0 
 18.6 and 63.2  18.3, respectively) while perceived benefits 
of action was in a high level (M = 87.0  15.1) (Table 2). In 
addition, they reported that the most important barrier to 
health-promoting behaviors was unavailable since they spent 
a large amount of time taking care of the patient. They 
reported spending about 16 to 20 hours daily.  
 
 
 
 
ไทยเภสชัศาสตรแ์ละวทิยาการสขุภาพ ปี 11 ฉบับ 2, เมย. – มยิ. 2559 66 Thai Pharm Health Sci J Vol. 11 No. 2, Apr. – Jun. 2016 
 Table 1  Demographic characteristics of the caregivers (N = 
322).  
Demographic Characteristics  Number % 
Gender   
Female 236 73.3 
Male 86 26.7 
Age (yrs) M =47.8  11.9   
21 – 30 22 6.8 
31 – 40 62 19.3 
41 – 50 114 35.4 
51 – 60 70 26.7 
> 60 54 16.8 
The participant’s Illness    
No illness  128 39.7 
At least 1 illness  102 31.7 
- Cardiovascular disease  51 50.0 
- Gastrointestinal disease  22 21.6 
- Diabetes  18 17.6 
- Osteoarthritis  6 05.9 
- Respiratory disease  5 4.9 
More than 1 illness 92 28.6 
Education level    
Elementary school 35 010.8 
High-school or equivalent 207 64.3 
Bachelor’s degree 76 23.6 
Master degree 4 1.3 
Marriage status   
Marital status   
Single/separate 66 20.5 
Married  256 79.5 
Relationship with the patient   
Son or daughter 163 50.6 
Spouse  75 23.3 
Sibling   59 18.3 
Spouse’s parent 25 7.8 
Experience as a caregiver M = 2.67  0.97 years   
1 year 41 12.7 
1 - 2 years 96 29.8 
2 - 3 years 104 32.3 
3 - 4 years 81 25.2 
 
 Table 2  Scores of health behavior related opinions from the 
caregivers of heart failure patient as mean and standard 
deviation and level of the opinions (N = 322).    
Health behavior related opinions  Score (Mean ± SD) Level of the opinion 
perceived self-efficacy 79.7  15.6 Moderate 
perceived benefits of action 87.0  15.1 High 
perceived barriers to action 80.8  14.6 Moderate 
attitude towards action 64.0  18.6 Moderate 
health-promoting behavior 63.2  18.3 Moderate 
 
In terms of health-promoting behaviors, quality of 
interpersonal relationship was in a high level (M = 83.5  16.1), 
while physical activity, nutrition, and perceived self-worth was 
in a moderate level (M = 80.0  14.1, 69.4  18.6 and 74.3  
17.3, respectively). The two aspects that were in a low level 
were health responsibility and stress management (M = 52.6 
 18.4 and 47.3  16.3, respectively).  As a result, the overall 
health-promoting behavior score was in a moderate level (M 
= 63.2  18.3).  
In addition to the numeric results of the health-promoting 
behaviors, taking care of the patient was perceived as 
exercise because they constantly moved their body. As for 
health responsibility, caregivers with illness reported forgetting 
taking their medications because they put the patient’s needs 
first. Only five of them reported taking their medications with 
the patients. So their medications were rarely missed. 
However, they usually missed their follow-up appointment with 
the doctors. Hence they bought medications from drug stores 
and their medications were out of supply more frequently. It 
was also found that 1.55% of these caregivers reported they 
were hospitalized for hypertension, food poisoning, 
indigestion, and dengue fever.  
The associations between health-promoting behaviors and 
select factors (age, gender, marital status, relationship with 
the patient, illness, education level, and caregiving experience 
in years), perceived self-efficacy, perceived benefits of action, 
perceived barriers to action, and attitude towards action are 
as follows (Table 3). It was found that illness, perceived self-
efficacy, perceived barriers to action,  
 
 Table 3  Correlations between health-promoting behavior 
and select factors among caregivers of heart failure patients (N 
= 322).  
Factors  
Correlation with health-promoting behavior  
r rη P-value 
Selected personal factors     
Gender   -.09 .08 
Marital status   .09 .10 
Illness   -.12 .03 
Relationship with the patient  .08 .14 
Age  .07  .18 
Education level  .02  .68 
Experience as a caregiver   -.08  .15 
Perceived self-efficacy .15  .007 
Perceived benefits of action .09  .11 
Perceived barriers to action -.12  .033 
Attitude towards action .11  .047 
Note: r = Pearson’s correlation coefficient; rη = eta correlation coefficient   
 
and attitude towards action were significantly associated with 
health-promoting behavior at a P < 0.05. Illness and perceived 
barriers to action were negatively related to health-promoting 
behavior of the caregivers with statistical significance (r = -
0.12, P = 0.03 and r = -0.12, P = 0.033, respectively). 
Perceived self-efficacy and attitude towards action were 
significantly positively related to health-promoting behavior (r 
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= 0.15, P = 0.007 and r = 0.11, P = 0.047, respectively) (Table 
3). In addition, perceived self-efficacy was significantly 
positively associated with perceived benefits of action (P = 
0.001).  
 
Discussion and Conclusions 
Our study found that illness was negatively related to 
health-promoting behaviors of the caregivers of heart failure 
patients. Among these caregivers, more than 50% of them 
had at least one illness. These illnesses were chronic in nature 
and needed continuous care. However, these caregivers paid 
little attention to take care of themselves, but much more 
attention to the patients. This was because heart failure is a 
severe illness with unpredictable exacerbation, unstable 
symptom and poor prognosis.1-5 This reality led to our finding 
that these caregivers spent 16 to 20 hours daily taking care 
of the patient. This devotion to their most beloved one left 
caregivers less time for their own health-promoting behaviors. 
These included missing the medication schedule, taking 
medications late, missing follow-up appointment, and having 
less time to prepare themselves appropriate diet and to 
engage in physical activity. This resulted in a moderate level 
of physical activity and nutrition aspect of health-promoting 
behaviors. This finding was consistent with previous studies 
where caregivers had less time for themselves if the patients 
had unstable diseases with poor prognosis. These caregivers 
also faced more stress and pressure caused by fear. This 
sometimes led caregivers to depression eventually.8,23,24 This 
is consistent with our findings that caregivers perceived the 
benefit of health-promoting behavior but could not perform the 
behaviors. The inability to perform the health-promoting 
behaviors led to a low score in health responsibility and stress 
management.  
Our findings showed that since some of the caregivers 
were spouse of the patient, this left the caregivers no one to 
turn to for family help and support. They were also stressed 
out because of their loved one’s illness. However, we found 
no association between health-promoting behavior and marital 
status. This finding was different from previous studies which 
found that being married and having extended family were 
associated with better caregiver’s health behavior.23,24  
Our results showed that perceived benefits of action was 
in a high level but not associated with health-promoting 
behaviors. Meanwhile perceived barriers to action was at a 
moderate level, and negatively associated with health-
promoting behaviors. This could be attributable to the special 
relationship between the caregiver and the patient. Since 
patients were either the parent or spouse of the caregivers, 
their bonds were strong.16 Even though perceived benefits of 
health-promoting behaviors was at a high level, they did not 
perform such health-promoting behaviors even though they 
perceived the benefit. This could be due to the fact that the 
strong bond led them to the devotion for the patient. They 
keep a constant eye on the patient for a fear of any mishap. 
They hardly had time for their own deeds. From a long 
experience in taking care of the patient, they had learned and 
recognized the unpredictable nature of heart failure 
exacerbation.1-5 This explanation was consistent with our 
finding that caregivers spent more than 16 hours daily to take 
care of the patient. A previous study showed that heart failure 
patients needed as much as three-fold of the time to take care 
of them, compared to patients with other heart diseases.4  
In addition, we found that most caregivers finished high-
school. Their knowledge about heart failure could have been 
insufficient to make a rational decision when to temporarily 
leave the patient alone. As a result, they decided to keep the 
patient insight at most of the time. The caregivers chose to 
miss taking care of themselves including missing the follow-
up appointment with physician and not having their 
prescriptions filled. Therefore, their score of health-promoting 
behavior was at a lower moderate level. This could be a 
reason for a negative relation between perceived barriers to 
action and health-promoting behavior.25  
On the other hand, a positive relationship could be 
explained as followed. Because of their adulthood and a long 
caregiving experience of more than 2 years on average, the 
caregivers could have learned the poor prognosis of heart 
failure and learned how they could have promoted better 
behavior in health. Moreover, the participants took care of their 
loved one in all aspects of life, more than 16 hours per day. 
This experience could have enhanced the caregiver’s self-
efficacy to promote their own health. Based on this evidence, 
although more than 50% of the caregivers were diagnosed 
with illness, only 1.55 % of them were hospitalized. Therefore, 
it is not surprising that perceived self-efficacy and attitude 
towards action were significantly positively related to health-
promoting behaviors. This finding was congruent with previous 
studies.20, 26   
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In conclusion, the findings of this study have implications 
for health care providers’ practice and research. Based upon 
these findings as guidelines for enhancing health-promoting 
behaviors, health care providers should focus on promoting 
the caregivers’ perceived self-efficacy and attitude towards 
action in order to perform health-promoting behaviors. As for 
further research, health promotion program for caregivers’ 
patients with heart failure should be conducted in order to 
encourage their well-being.  
 
Acknowledgement 
Funding support from Srinakharinwirot University is 
gratefully acknowledged. Special thanks are extended to the 
personnel of the study hospital for their great assistance, and 
especially caregivers of heart failure patients who kindly 
participated in this study.  
 
References 
1. Dickstein KC-SA, Cohen-Solal A, Filippatos G, et al. ESC guidelines for 
the diagnosis and treatment of acute and chronic heart failure 2008: the 
Task Force for the diagnosis and treatment of acute and chronic heart 
failure 2008 of the European Society of Cardiology. Developed in 
collaboration with the Heart Failure Association of the ESC (HFA) and 
endorsed by the European Society of Intensive Care Medicine (ESICM). 
Eur J Heart Fail 2008;10(10):933-989.  
2. Chessa M, De Rosa G, Pardeo M, et al. Illness understanding in adults 
with congenital heart disease. Ital Heart J 2005;6:895-899. 
3. Smeltzer SC, Bare BG, Hinkle JL, Cheever KH. Brunner and Suddarth’s 
textbook of medical-surgical nursing (11thEd.). Philadelphia. Lippincott 
Williams & Wilkins, 2008.  
4. Lee CS, Moser.DK, Lennie TA, Riegel B. Event-free survival in adults 
with heart failure who engage in self-care management. Heart Lung 
2011;40(1):12-20.  
5. DeWald T, Gaulden L, Beyler M, Whellan D, Bowers M. Current trends 
in the management of heart failure. Nurs Clin North Am 2000; 35(4): 
855-875. 
6. Aldred H, Gott M, Gariballa S. Advanced heart failure: impact on older 
patients and informal carers. J Adv Nurs 2005;49(2):116-124.  
7. Family Caregiver Alliance. Fact and tips sheet: Selected caregiver 
statistics. (Accessed on Jan 1, 2016, at https://www.caregiver.org/ 
selected-caregiver-statistics).  
8. Gure TR, Kabeto MU, Blaum CS, Langa KM. Degree of disability and 
patterns of caregiving among older Americans with congestive heart 
failure. J Gen Intern Med 2008;23(1):70-76.  
9. Molloy GJ, Johnston DW, Witham MD. Family caregiving and congestive 
heart failure: review and analysis. Eur J Heart Fail 2005; 7(4):592-603.  
10. Daugherty J, Saarmann L, Riegel B, Sornborger K, Moser D. Can we 
talk? Developing a social support nursing intervention for couples. Clin 
Nurse Spec 2002;16(4):211-218.  
11. Martensson J, Dracup K, Canary C, Fridlund B. Living with heart failure: 
depression and quality of life in patients and spouses. J Heart Lung 
Transplant 2003;22(4):460-467. 
12. Rerkluenrit J, Panpakdee O, Malathum P, Sandelowski M, Tanomsup 
S. Self-care among Thai people with heart failure. Thai J Nurs Res 
2009;13(1):43-54. 
13. Rerkluenrit J, Kupthanont K, Vongsirimas N. The process of mental and 
emotional management to live normally of persons with heart failure. 
Thai J Nurs Council 2011;26(4):108-122.  
14. Lee S, Colditz GA, Berkman LF, Kawachi I. Caregiving and risk of 
coronary heart disease in U.S. women: A prospective study. Am J Prev 
Med 2003;24(2):113-119.  
15. Pinquart M, Sorensen S. Differences between caregivers and 
noncaregivers in psychological health and physical health: a meta-
analysis. Psychol Aging 2003;18(2):250-267.  
16. Ågren S, Evangelista L, Strömberg A. Do partners of patients with 
chronic heart failure experience caregiver burden? Eur J Cardiovasc 
Nurs 2010;9(4):254-262.     
17. Vitaliano PP, Zhang J, Scanlan JM. Is caregiving hazardous to one’s 
physical health? A meta-analysis. Psychol Bull 2003;129(6):946-972.  
18. Pressler SJ, Gradus-Pizlo I, Chubinski SD, et al. Family caregiver 
outcomes in heart failure. Am J Crit Care 2009;18(2):149-159.  
19. Teerasorn S. Writing techniques for research report. 2nd ed. Bangkok. 
Chulalongkorn University Press, 2008.  
20. Pender NJ, Murduagh CL, Parsons, MA. Health promotion in nursing 
practice. 5th ed. New Jersey. Pearson Education, 2006.  
21. Sasikarn S. Health Promotion Behaviors of Muslim Elders in case of 
Okarak district Nakornnayork province. JRTAN 2014, 15(3): 353-360. 
22. Rerkluenrit J, Ngensod M, Wihok K, et al. Factors predicting health-
promoting behaviors among buddhist monks in Nakhonnayok province, 
Thailand. Thai Pharm Health Sci J 2010,5(4):333-343. 
23. Dunbar SB, Clark PC, Quinn C, Gary RA, Kaslow NJ. Family influences 
on heart failure self-care and outcomes. J Cardiovasc Nurs 2008;23(3): 
258-265.  
24. Evangelista LS, Dracup K, Doering L, Westlake C, Fonarow GC, 
Hamilton M. Emotional well-being of heart failure patients and their 
caregivers. J Card Fail 2002;8(5):300-305.  
25. Spence A, Hasson F, Waldron M, et al. Active carers: Living with chronic 
obstructive pulmonary disease. Int J Palliat Nurs 2008;14(8):368-372.  
26. Tang YY, Chen SP. Health promotion behaviors in Chinese family 
caregivers of patients with stroke. Health Promot Int 2002;17(4):330-339. 
 
 Editorial note 
Manuscript received in original form on January 1, 2016;  
accepted in final form on March 14, 2016 
 
 
ไทยเภสชัศาสตรแ์ละวทิยาการสขุภาพ ปี 11 ฉบับ 2, เมย. – มยิ. 2559 69 Thai Pharm Health Sci J Vol. 11 No. 2, Apr. – Jun. 2016 
 
 
 
 
 
 
 
 
 
 
 
 
 
